While discussion continues about the optimum level above which clinicians are bound to treat a patient for hypertension, efforts are being made to understand better the etiology of raised blood pressure. The hypothesis that higher blood pressure in young adulthood leads to a greater rate of increase, and so to yet higher levels as age advances, has led to the idea of a tracking effect with age. The question must then be what determines the prack on which an individual rides.
There is much evidence that heredity plays an important role and many studies have examined the relationship between the blood pressure levels of parents and children, and of siblings. However, as has been pointed out (Johnson et al. 1965 ), whatever the mode of inheritance, environmental factors such as social class and family size have an appreciable effect on genetically susceptible persons. Miall et al. (1968) have shown that body build and weight influence the pressure attained by young adults.
Before Kass investigated the familial aggregation of blood pressure in children aged between 2 and 14 (Zinner et al. 1971) , such investigation had been limited to populations aged 15 and older. His study population was highly selected, having arisen from a group of mothers who had been examined for bacteriuria in pregnancy and it therefore seemed necessary to investigate similarly a random group of the general population.
Material and Methods
A suitable sampling frame presented itself in the form of the list of families in Harrow who had taken part in the St Thomas's Hospital Respiratory Disease Survey, begun in 1963. These families all had a child born between 1 July 1963 and 30 June 1965, and resided at that time in six of the electoral wards of Harrow: Roxbourne, Roxeth, West Harrow, Stanmore South, Belmont and Kenton. The wards were chosen to cover a fairly wide range ofsocial and environmental conditions. Families with twins as index children were excluded. A random sample of568 families was taken from this list, stratified by size of family and social class, so that there would be sufficient numbers in each category for comparisons to be made.
Visits were made to the homes of the families during 1970 and 1971, and blood pressure measurements were obtained for each family member. Readings were taken twice using the left arm of the subject while he was sitting. In order to eliminate as much observer bias as possible, a Wright (1970) modification of the Garrow random zero sphygmomanometer was used. The recording of blood pressure in children poses additional problems. We have previously shown (Long et al. 1971 ) that different cuffsizes produced different blood pressure readings in the same child. It was postulated that this effect might be due to the dissipation of the excess pressure produced by the smaller cuff, into the surrounding flesh. In this study the largest cuff that would comfortably encircle the arm was used; in practice this depended on the length of the arm from the acromion process to the olecranonand then the appropriate adjustment was made to the blood pressure reading obtained. The adjustments for cuff assume that a large cuff (size 5) has no bias, and that the over-estimation due to a smaller cuff is the same whatever the age, tubbiness or blood pressure of the child. Of the 568 families sampled, 38 had moved from Harrow and could not be contacted, and 29 refused to take part in any more surveys. Altogether 501, families were visited and blood pressure measurements obtained. Some mothers and some fathers had either left the home or died. There were also 10 index children for whom blood pressure readings were not obtainable, leaving 491 of the index children with completed forms. The number of families for whom blood pressure information data were available for mother, father and index child was 455, i.e. 91 % of families visited.
Analysis ofResults
The statistical analysis was first directed towards discovering which factors most influenced the adjusted mean systolic blood pressure of the index child. The techniques used were multiple linear regression, and covariance analysis using mean systolic blood pressure of index child as dependent variable. Table 1 shows the mean blood pressure for each age and sex. There is a slight rise in mean blood pressure with age in both boys and girls, although this is no larger than could have occurred by chance. The difference between the sexes is also not statistically significant. The effects of height and weight, independent of age, were tested using multiple regression techniques. Weight was significantly related to the level of blood pressure, independent of height and age, but the differences due to the different heights, when weight was taken into account, were not greater than those which could have occurred by chance.
When the effects of mother's and father's systolic blood pressure are allowed to enter the regression equation, the independent effect of weight remains very highly significant. The independent effect of the mother's pressure is highly significant (P< 0.01) and that of the father's pressure very highly significant (P< 0.001). Together, age, height, weight, mean systolic pressure of mother and mean systolic pressure of father account for 15% of the variation in adjusted systolic pressure of the index child.
Additional 'environmental' factors were investigated using a covariance analysis with the multiple covariates age, height and weight. Table  2 shows the mean systolic pressure of the index child, adjusted for cuff size only, for each social class category. The differences in mean blood pressure for the different social class groups are significant (P>0.05), independent of age, height or weight for both boys and girls. However, when adjustment is also made for the parents' blood pressures, the differences between the social class groups are no larger than could have arisen by chance.
Area of residence, family size, race, and season of the year in which readings were taken were not significantly associated with blood pressure level.
In order to assess the importance of a oneparent family on the blood pressure of the child, the children were divided into groups as shown in Table 3 . The numbers are too small, however, and taking age, height and weight into account, the differences could have arisen by chance. Past history of bladder or kidney disease was also investigated, but the numbers of index children who had a past history of either of these were too small for any conclusions to be drawn.
Similar statistical analyses were carried out for both the mother's and the father's systolic blood pressure.
The mother's blood pressure increases with age, as would be expected, and this association of age with systolic blood pressure is very highly significant, independent of weight and height. Weight is also very highly associated with blood pressure, but the independent effect of height, when age and weight are allowed for, is not statistically significant. Using a covariance analysis, with the multiple covariates age, height and weight, no significant association was found between mother's blood pressure and race, area of residence, family size or social class.
Again there is a significant increase in blood pressure of the father with age, independent of weight and height. In this case both weight and height, independent of each other and of age, are significantly associated with the level of systolic blood pressure. There is no significant difference in mean blood pressure for the different social class groups.
The regression of mother's blood pressure and of father's blood pressure on that of the index child were both highly significant, but the independent effect of mother's blood pressure on that of the father, and vice versa was nonsignificant.
One of the main conclusions is that the level of systolic blood pressure is closely related to weight. In general, plumper parents tend to have plumper children, so the association between the systolic blood pressure of the parents and that of the index child might have been due to weight. However, the effect of the mother's and father's systolic blood pressure on that of the index child was not accounted for by their height and weight: indeed when adjustment was made for the heights and weights of both parents and of the child, together with the age of the child, the independent effects of the parents' blood pressures were still highly significant.
The differences in systolic blood pressure between the social class groups, which we found for the index child, raise some interesting questions. E H Kass has suggested that children from the lower social classes might be expected to have higher blood pressure, on average, because these families are more susceptible to disease, for example bacteriuria. More investigation is needed to test this hypothesis, and analysis of the data for siblings may help to clarify the issue.
Conclusion
We have found that by the age of 6 years the blood pressure level of the child is already related to the levels of the parents. The fact that weight already has an appreciable effect at this age has implications in the field of preventive medicine. 
Computer-based Hypertension Clinic Records: A Collaborative Study
A computer-based record system has been developed to store data concerning patients with hypertension in a form designed to facilitate research into factors affecting morbidity and mortality in patients receiving long-term therapy, and to improve clinic management and individual patient care.
At a patient's first visit, the interviewing doctor records information on a computer proforma instead of in the standard case notes. This form is posted to the MRC Computer Centre, Northwick Park, Middlesex, where an ICL 1903 A computer is used to store a subset of the data on magnetic tape. At the same time the computer
